Introduction {#s1}
============

A "mental disorder " or "illness" is defined as a psychological pattern, reflected in behavioural changes generally associated with distress or disability, and which is not considered part of normal development in a person\'s culture [@pone.0097939-US1]. Mental disorders are a global problem as shown by surveys from 17 countries, which revealed a prevalence rate of 18--36% in the general population [@pone.0097939-Kessler1]. An estimated 13% of the global burden of disease is now attributed to mental disorders [@pone.0097939-WHO1], with about 450 million people affected. The treatment gap for mental illness is about 90% in developing countries [@pone.0097939-WHO2]. It is well-documented that conflict and displacement aggravate the pre-existing mental health burden of populations [@pone.0097939-Baingana1]. Mental health can be affected directly as well as indirectly by prolonged violence and displacement through, amongst others, direct experience of violence, disruption of societal structure, and reduced access to care [@pone.0097939-Knapp1]. The development of models for provision of mental health care in such settings is highly challenging, and few documented models of mental health care in developing countries [@pone.0097939-Saraceno1] as well as conflict settings exist [@pone.0097939-Shanks1].

Although there is a dearth of research accurately measuring the burden of mental illness within Pakistan, according to one report approximately 10--16% of the population suffers from mental disorders [@pone.0097939-WHO3]. The burden has been increasing over recent years and varies depending on the context -- rural or urban [@pone.0097939-WHO3], [@pone.0097939-World1], [@pone.0097939-Gadit1]. In addition, there has been very limited investment in mental health care, further compounded by a dire shortage of skilled workers [@pone.0097939-Siddiqi1]. The interplay between conflict/displacement and mental health has been particularly striking in the North West province of Pakistan (Khyber Pakhtunkhwa -- KPK) bordering Afghanistan, which for the past three decades has been beset by continuous violence [@pone.0097939-Khalily1]. Since 2001, the situation was aggravated by the invasion of Afghanistan by the United States of America (USA) followed by the USA\'s drone strikes. Military operations by the Pakistani army have also escalated in the same area. This has resulted in large movements of Internally Displaced Persons (IDPs), refugees and militants [@pone.0097939-Husain1].

Provision of mental health care is challenging in Pakistan, and particularly in KPK care is usually provided as a centralised (health facility-based) service for security reasons, carrying certain access challenges. Anecdotal evidence suggests that acceptability is compromised by the perception that mental illness is not a medical problem, but one related to supernatural causes [@pone.0097939-Gadit2]. Overall, there is a lacuna in published literature on mental health needs from populations in northwest Pakistan[@pone.0097939-Khalily1], [@pone.0097939-WHO4], [@pone.0097939-Irfan1]. Since 2012, the international non-governmental organisation Médecins Sans Frontières (MSF), in collaboration with the Pakistani Ministry of Health (MoH), provides mental health care as part of an integrated package of emergency medical assistance [@pone.0097939-Shanks1] in a district headquarter hospital, in the semi-urban setting of Timurgara in KPK. This model of integrated care relies solely on counselling by psychologists as first line mental health care providers. This is an attempt to use task-shifting to efficiently tackle the burden of cases for the inundated few, highly trained psychiatrists in Pakistan and in the future provide complementary psychological care (counselling) to patients also receiving psychotropic medication from general practitioners [@pone.0097939-Kakuma1]. Information on utilization of mental health services, who actually accesses these services and for what condition, is useful to identify needs and orient programme policy and practice [@pone.0097939-Demyttenaere1], [@pone.0097939-Chisholm1].

Among patients attending a mental health clinic in a conflict affected region in Pakistan, we thus describe a) the trend in service utilization, b) who is seeking care c) presenting complaint classified as reasons for seeking mental healthcare d) the morbidity and severity pattern and e) patients who returned for at least one follow-up visit.

Methods {#s2}
=======

Ethics Statement {#s2a}
----------------

This study has been approved by the Medical Research Council of Pakistan. The study has satisfied the Médecins Sans Frontières Ethics Review Board (Geneva, Switzerland) criteria for studies using routinely collected data. It has also been approved by the Ethics Advisory Group of the International Union Against Tuberculosis and Lung Disease, Paris, France. As the study used routine and aggregated data that was anonymized and de-identified prior to analysis, the issue of informed consent was not applicable.

Study Design {#s2b}
------------

A descriptive, retrospective, cross-sectional study based on routinely collected patient data.

Study setting {#s2c}
-------------

The study was conducted in Timurgara district hospital, which lies in North West Pakistan, within Lower Dir, which is one of the 25 districts of the KPK province, bordering Afghanistan. KPK has about 20 million inhabitants, with a population density of 300/km^2^.

The health system suffers from a lack of drugs, equipment, and skilled workers. Health care in private clinics is on a payment basis and often unaffordable. Numerous checkpoints and military occupation of some public hospitals and clinics further compromises access to health care in the Lower Dir district [@pone.0097939-Khalily2].

In addition to the conflict-related background of KPK, there has also been a breakdown of infrastructures and considerable economic hardships [@pone.0097939-Khalily1]. This region lies in one of Pakistan\'s least developed areas, which has also seen the rise of militants and armed outfits.

Timurgura district hospital {#s2d}
---------------------------

MSF started an emergency medical assistance programme in Timurgara district hospital in 2010, which has approximately 350 beds. The mental health clinic was initiated in early 2012. The hospital is meant to cater to the inhabitants of Lower Dir (where Timurgara is located), but patients also come from all the neighbouring districts (Bajaur, Maidan in Lower Dir or Kohistan and Upper Dir).

The hospital offers a package of services including 1) general outpatient (MoH) and inpatient services (MSF with MoH) and emergency care (MSF with MoH), 2) specific care for mass casualties related to the ongoing violence (MSF), 3) comprehensive emergency obstetric and child care (MSF with MoH), 4) mental health care (MSF), and 5) health promotion (MSF). All services are provided free of charge.

The Mental Health Service package {#s2e}
---------------------------------

The trigger factor for initiating mental health services in Timurgara hospital was the volume of patients seen in the emergency department (ED) diagnosed with serious mental disorders and for whom care was not available.

At the start of the programme and on a continuing basis, awareness raising campaigns on the existence of the mental health clinic were provided within the community [@pone.0097939-Afridi1] and the hospital to give people "psycho-education" sessions -- identifying the importance of mental health. Patients in waiting areas of the hospital and the inpatient wards were also informed about such services through posters and leaflets for patients to get visuals in order to conceptualize psycho-education.

The guiding principles regarding mental health counselling within MSF include an integrated medical-psychological-social approach. Instead of focusing solely on a patient\'s symptoms, this counselling aims for the restoration of a patient as a functioning individual by identifying the patient\'s needs. Functionality is restored by utilizing coping mechanisms within a community-based culture (community support), available services (psychologists and/or psychiatrists), cultural and political-security as well as available human resources. This type of supportive counselling is provided within the frame of brief therapeutic approaches, and are expected to be culturally adaptable, based on the client\'s own objectives and resources and not on predetermined goals. However, techniques vary according to the academic background of the psychologists.

The psychologists are all Masters and Post-Masters graduates from Pakistan; holding national accreditation and experience in clinical psychology and therapeutic authorization as well. Further they are also repeatedly given training in accordance with MSF standards and based on identified needs, and are regularly supervised by an expatriate clinical psychologist. All services are offered according to MSF standard guidelines.

Individuals who arrive at the mental care clinic are registered by said psychologists, and a patient file is opened. An assessment of their mental condition and its severity, including discussion of their main problems (presenting complaints), is then conducted by the psychologist. Consultations are conducted in two separate rooms by three national staff psychologists, which include two women and one man, since a considerable proportion of the caseload involves women. The patient is asked to identify the most important reason they sought care. This is termed the patient\'s "reason for coming" which is standardized ([**Table 1**](#pone-0097939-t001){ref-type="table"}) according to MSF guidelines. Morbidity is graded on the basis of a "group of symptoms" which has case definitions ([**Table 2**](#pone-0097939-t002){ref-type="table"}). This grading is based on the latest version of a set of standardized criteria utilized by Psychiatrists termed the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR) [@pone.0097939-American1] for the classification of mental disorders. Although 205 different diagnoses are present in the DSM-IV-TR, the morbidity used by the psychologists in Timurgara are a condensed, simplified version, also used in other MSF mental health interventions in similar settings [@pone.0097939-Llosa1].

10.1371/journal.pone.0097939.t001

###### Patients reasons for seeking mental health care according to standardized guidelines[1](#nt101){ref-type="table-fn"} in Timurgara district hospital, Pakistan (2012).

![](pone.0097939.t001){#pone-0097939-t001-1}

  ------ ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
  1\.                                                                        *Sadness/depressive mood:* when patient\'s reason for coming is about feeling sad, crying a lot, feeling depressed, having a low mood
  2\.                                                                     *Agitation/strong emotional reactions:* the patient is agitated, yelling, in a state of acute crisis or presenting an "hysterical" behaviour
  3\.                                                                    *Anxiety, Fear, Worry:* includes panic attacks, worrying a lot, feeling scared, heart beating fast, breathing difficulties or hyperventilation
  4\.                                                            *Physical symptoms of stress/unexplained somatic complaints:* patient comes with somatic complaints: headache, palpitations, breathing difficulties, body pain
  5\.                                                          *Traumatic experience:* when the patient seeks help or is referred following a traumatic experience related to a natural disaster, an accident or acts of violence
  6\.                                                                 *Sexual Violence:* the patient has been victim of or is suspected to have been victim of forced sexual acts carried out by civilians or armed actors
  7\.     *Severe Psychiatric:* when the client comes because of suffering from a severe psychiatric disorder such as schizophrenia, psychosis, manic depressive disorder or other where the patient is not in control or aware of own actions or suffers a disturbed sense of reality
  8\.                                                                                                        *Sleeping problem:* insomnia is the main problem the patient comes for
  9\.                                                                                                         *Substance abuse*: the client seeks help for using drugs or alcohol
  10\.                                                  *Brain Dysfunction:* includes mental retardation, dementias, severe learning difficulties, epilepsy, personality/memory difficulties following stroke or blow to head and so on
  11\.                                                                                                          *Suicidal attempt:* the client has made a recent suicide attempt
  12\.                                                                                 *Domestic/family Violence:* if the main problem is violence within the family, directed towards adults or children
  13\.                                *Problem in Family/education of children:* if the main problem is related to marital problems/tensions, or problems with own children (education for example) or other family members, excluding the use of violence
  14\.                                                           *Practical problem/socio economical:* includes economical, unemployment or other practical issues such as lack of shelter, food, means of transport, schooling
  15\.                                                                                               *Displacement:* difficulties related to being displaced is the main reason for coming
  16\.                                   *Sexual/Reproductive health problem:* if main concerns are related to gender issues, sexuality, family planning, sexually transmitted infections, pregnancy, unwanted pregnancy, not having children and so on
  17\.                                                                              *Malnutrition:* Patient (or parents of patient) is referred or seeks help mainly related to a child malnutrition problem
  18\.                                                                                                    *Human immunodeficiency virus infection/acquired immunodeficiency syndrome*
  19\.                                                                                                                                   *Tuberculosis*
  20\.                                                              *Other Medical:* the difficulties are related to a serious medical condition (chronic or acute) like long hospitalization, amputation, cancer and so on
  21\.                                                                                                *Other:* other reason for patient seeking help or being referred not included above
  ------ ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Medecins Sans Frontieres standardized mental health guidelines, Brussels Operational Centre, 94 Rue Dupre, Brussels, Belgium.

10.1371/journal.pone.0097939.t002

###### Grading[2](#nt102){ref-type="table-fn"} of mental health morbidity (case definitions) amongst individuals seeking care in Timurgara district hospital, Pakistan (2012).

![](pone.0097939.t002){#pone-0097939-t002-2}

  1\. Non-specific Symptoms    2\. Symptoms of Anxiety disorders       3\. Post Traumatic reactions       4\. Symptoms of Depressive disorders   5\. Symptoms of Psychotic disorders   6\. Symptoms of Adjustment disorder/acute reactions         7\. Behavioural Problems
  --------------------------- ----------------------------------- -------------------------------------- -------------------------------------- ------------------------------------- ----------------------------------------------------- --------------------------------------
  Insomnia                          Constant worry/anxiety             Intrusive thoughts of event                      Sadness                               Delusions                        Recent stressful or traumatic event                     Substance abuse
  Loss of appetite                       Restlessness                      Flashbacks of event                      Loss of interest                       Hallucinations                 Overwhelmed, feeling of being unable to cope               Aggressive behaviour
  Low energy/weak                            Fear                          Nightmares of event                        Hopelessness                        Bizarre behaviour                             Somatic symptoms                       Delinquent behaviour/acting out
  Irritable/angry                     Heart beating fast               Body reactions to reminders                  No future plans                     Disorganized thoughts                             Anxiety/worry                                 Hyperactivity
  Enuresis (children)                 Pain in chest/heart                   Avoiding reminders                           Guilt                           Disorganized speech                             Low or sad mood                                  Withdrawal
  Psychosomatic complaints         Breathing fast/difficulty         Overwhelming fear when reminded                 Crying easily                                                                                                           Regression in development (children)
                                           Trembling                             On guard                          Suicidal thoughts                                                                                                        
                                   Always fearing the worst               Easily startled/jumpy                      Absent feeling                                                                                                         
                                         Panic attacks             Repetitive games of event (children)            Feeling worthless                                                                                                        
                                            Phobia                                                                  Suicide attempt                                                                                                         

Medecins Sans Frontieres standardized mental health guidelines, Brussels Operational Centre, 94 Rue Dupre, Brussels, Belgium.

Patients requiring psychiatric care (including specific medications) were referred externally (to an MoH general practitioner in the OPD or an MoH hired psychiatrist), but these referral options only became available from December 2012 onwards.

Study population {#s2f}
----------------

The study included all individuals seeking mental health care from February 17th 2012 to December 31st 2012.

Data and analysis {#s2g}
-----------------

Due to the retrospective nature of this study, informed consent was not taken, however patient records were anonymised and de-identified prior to analysis. A standardized mental health database was implemented in the programme, data from the patient files was single-entered into this database by the psychologists themselves, who were trained in data entry. The databases were regularly cross-checked on-site and also by the medical data team both in coordination office (Islamabad) and at headquarters (Brussels). Loss to follow up was defined as any patient who did not return for a planned first follow up visit anytime during a period of six months after the first consultation. Severity of the mental health condition was assessed using a Scale of Severity (1--10), which was introduced on the 2^nd^ of May 2012 following the training of the counsellors. Patients were asked to look at a series of faces ([**Figure 1**](#pone-0097939-g001){ref-type="fig"}) and choose which one they identified with in terms of their perceived severity of the problem. It was used on a trial basis for the first consultation as well as for each subsequent follow up. There is however no scientific validation of this use of the tool.

![Scale of Severity.\
Separate pictorial scales, for both genders, used by the patient to score the magnitude of their mental health problem, assessed at their first mental health consultation, Timurgara district hospital, Pakistan (May - December 2012).](pone.0097939.g001){#pone-0097939-g001}

Comparison between proportions was performed by Chi-square test. Differences in risk levels were assessed using relative risks (RR). The level of significance was set at \<0.05. All analysis was done using EpiData Analysis (version 2.2.2.178, EpiData Association, Odense, Denmark).

Results {#s3}
=======

Trend in service utilization {#s3a}
----------------------------

A total of 928 patients sought mental health care for the first time and underwent a total of 1545 mental health consultations during the study period. [**Figure 2**](#pone-0097939-g002){ref-type="fig"} shows the rising trend in service utilization soon after initiation of the mental health activities in the district hospital. A dip in the utilization trend was seen at the start of Ramzan (the month of fasting in the Islamic calendar, which lasted during July and August), which was followed by staffing problems in the programme.

![Trend in mental health consultations, Timurgara district hospital, Pakistan (February - December 2012).](pone.0097939.g002){#pone-0097939-g002}

Who is seeking mental health care? {#s3b}
----------------------------------

[**Table 3**](#pone-0097939-t003){ref-type="table"} shows the patient socio-demographic characteristics, source of referral and history of psychotropic medication use. Patients were classified into age categories: patients of either gender most likely to attend mental health services fell between 19 to 45 years - 653 females (82%) and 96 males (76%). This was followed by patients between 13 to 18 years for males, although for females the second largest age group was of women above the age of 45 years.

10.1371/journal.pone.0097939.t003

###### Socio-demographic characteristics, source of referral and history of psychotropic medication use stratified by gender, Timurgara district hospital, Pakistan (2012).

![](pone.0097939.t003){#pone-0097939-t003-3}

                                    Females N (%)   Males N (%)
  -------------------------------- --------------- -------------
  **Age Group (years)**                            
  0--5                                 3 (0.4)        1 (0.8)
  6--12                                7 (0.9)        7 (5.6)
  13--18                               40 (5)         13 (10)
  19--45                              653 (81)        96 (76)
  \>45                                 99 (12)        9 (7.1)
  **Referral Source**                              
  Inpatient Services                  248 (31)        42 (33)
  Outpatient Services                 164 (20)        25 (20)
  Community                           156 (19)        52 (41)
  **Health** promotion                142 (17)         6 (5)
  Unknown                              92 (12)         1 (1)
  **Marital Status**                               
  Single                               84 (10)        45 (36)
  Spouse abroad                        86 (11)           0
  Married                             596 (74)        68 (54)
  Child                                 9 (1)         12 (10)
  Widow/widower                        22 (3)          1 (1)
  Unknown                              3 (0.4)           0
  Separated/Divorced                   2 (0.3)           0
  **On Psychotropic Medication**                   
  Yes                                 116 (15)        47 (37)
  No                                  660 (82)        71 (56)
  Unknown                              26 (3)          8 (6)

There were a total of 71 (8%) individuals who were children and adolescents. 163 (18%) new patients were already on psychotropic medication at the time of first presentation to the clinic.

It is worth noting that although the number of mental health cases diagnosed in the ED ranged from 30 to 80 per month during the study period, only 35% of these went on to avail the mental health services.

Reasons for seeking mental health care and morbidity {#s3c}
----------------------------------------------------

[**Table 4**](#pone-0097939-t004){ref-type="table"} shows the reasons for seeking care (or presenting complaint) as expressed by the patient and [**Table 5**](#pone-0097939-t005){ref-type="table"} the morbidity pattern as indicated by the psychologist. Considerable overlap exists between the presenting complaint and declared morbidity. The most common morbidities in females were adjustment disorders and acute reactions (36%). Depression and anxiety were common in both genders [@pone.0097939-Mumford1], while post traumatic disorder was frequent in men (21%) [@pone.0097939-Steel1]. Findings showed that 15 out of 50 of the females who were children and adolescents exhibited adjustment disorders and acute reactions (30%), whereas for males within the same age group, (n = 21) it was post-traumatic reactions (n = 6, 29%).

10.1371/journal.pone.0097939.t004

###### The main presenting complaints while seeking mental health care according to standardized guidelines[3](#nt103){ref-type="table-fn"} stratified by gender, Timurgara district hospital, Pakistan (2012).

![](pone.0097939.t004){#pone-0097939-t004-4}

  Female (n = 802)                             Male (n = 126)                                            
  ------------------------------------------- ---------------- ----------------------------------------- ---------
  Anxiety, fear, worry                            255 (32)               Anxiety, fear, worry             39 (31)
  Sadness/depressive mood                         215 (27)              Sadness/depressive mood           36 (29)
  Sexual/reproductive health                      158 (20)               Traumatic experience             24 (19)
  Practical problems/socio-economic reasons        37 (5)                  Sleeping problem                5 (4)
  Agitation/strong emotional reaction              26 (3)                   Substance abuse                3 (2)
  Others[\*](#nt104){ref-type="table-fn"}         111 (14)      Others[\*](#nt104){ref-type="table-fn"}   18 (14)

Medecins Sans Frontieres standardized mental health guidelines, Brussels Operational Centre, 94 Rue Dupre, Brussels, Belgium.

\*This includes various other conditions listed in Box 1.

10.1371/journal.pone.0097939.t005

###### Mental health morbidity among new mental health consultations stratified by gender, Timurgara district hospital, Pakistan (2012).

![](pone.0097939.t005){#pone-0097939-t005-5}

  Morbidity                                          Female N (%)   Male N (%)
  ------------------------------------------------- -------------- ------------
  Non-specific Symptoms                                 37 (5)        11 (9)
  Symptoms of Depressive Disorder                      265 (33)      40 (32)
  Post Traumatic Reactions                              6 (1)        26 (21)
  Symptoms of Anxiety Disorders                        177 (22)      37 (33)
  Symptoms of Psychotic Disorders                       15 (2)        3 (2)
  Symptoms of Adjustment Disorder/Acute Reactions      284 (36)       3 (2)
  Behavioural problems                                  17 (2)        6 (5)

\*The morbidity for 1 female patient was not recorded and therefore is missing data.

For the assessment of severity, the Scale of Severity (1--10) was introduced on the 2nd of May, 2012. A total of 758 patients had their first consultation during this time, of which 87 were not scored, leaving a total of 671 patients of whom 88% were females and 12% were males. Self-reported severity was more diverse among males, and tended towards the more severe, self-reported, severity was more diverse among males, as well as more severe (Kruskal-Wallis p\<0.0001) ([**Figure 1**](#pone-0097939-g001){ref-type="fig"} **and** [**3**](#pone-0097939-g003){ref-type="fig"}).

![Score of patients.\
Patients (n = 671) whose Scale of Severity was assessed at their first mental health consultation, Timurgara district hospital, Pakistan (May - December 2012).](pone.0097939.g003){#pone-0097939-g003}

Patients who returned for follow-up visit(s) {#s3d}
--------------------------------------------

Out of the 928 new patients, 639 (69%) had a follow up visit planned with their psychologist, of whom 220 (34%) actually returned to the clinic. Return rates for women were much lower than for men (31% versus 49% respectively, [**Table 6**](#pone-0097939-t006){ref-type="table"}). Follow-up consultations were also conducted for 28 individuals who were not scheduled to return; a total of 617 follow up consultations were conducted for these 248 individuals (220+28).

10.1371/journal.pone.0097939.t006

###### Follow up of mental health patients stratified by gender, Timurgara district hospital, Pakistan (2012).

![](pone.0097939.t006){#pone-0097939-t006-6}

                                                                   Female N (%)   Male N (%)
  --------------------------------------------------------------- -------------- ------------
  **Total (initial consultation)**                                   **802**       **126**
  Follow up planned                                                  526 (66)      113 (92)
  Returning for first follow up (planned)                            165 (31)      55 (49)
  **Interval between initial consultation and first follow up**                  
  0--1 day                                                           140 (85)      16 (29)
  2--7 days                                                          19 (12)       17 (31)
  8--30 days                                                          3 (2)        15 (27)
  1--6 months                                                         2 (1)         6 (11)
  Unknown (incorrect/missing entry)                                  1 (0.6)        1 (2)

Analysis of the interval between the initial consultation and the first follow up ([**Table 6**](#pone-0097939-t006){ref-type="table"}) showed that while 85% of the female patients returned for their first follow up consultation within the first day of their initial consultation (as they were admitted at the hospital for other medical conditions), the figures drops steeply to only 12% returning from the second day onwards to the end of the first week. In contrast, males returning for their first follow up were more evenly distributed over time, with 29% coming back within the first day, 31% between the second day till the end of the first week, and finally, 27% coming back for their first follow up consultation within a month after their initial consultation.

When analysing the return rate (follow up consultation) in function of the service through which the patients were referred, the highest return rate was observed among patents referred from the inpatient department (52%), while it was worst for those referred by the mental health awareness raising team (5%) ([**Table 7**](#pone-0097939-t007){ref-type="table"}).

10.1371/journal.pone.0097939.t007

###### Associations between referral source and failure to return for a first follow up consultation among female patients attending mental health services, Timurgara district hospital, Pakistan (2012).

![](pone.0097939.t007){#pone-0097939-t007-7}

  Referral source       First follow-up attendedN (%)   No follow-up attendedN (%)   Risk ratio (95% CI)   p-value
  -------------------- ------------------------------- ---------------------------- --------------------- ----------
  Total                              220                           419                                    
  Inpatient service               121 (52)                       108 (47)                     1               \-
  Outpatient service               14 (15)                       77 (85)               1.8 (1.5--2.1)      \<0.0001
  Community                        22 (22)                       76 (78)               1.6 (1.4--2.0)      \<0.0001
  Health promotion                  5 (5)                        88 (95)               2.0 (1.7--2.3)      \<0.0001
  Not recorded                     3 (25)                         9 (75)                     NS              0.06

95% CI: 95% confidence interval; NS: non-significant.

Discussion {#s4}
==========

This study from a district hospital in a conflict affected area of Pakistan showed that mental health services were well used over their first year of operation. The age-groups were diverse, included children and adolescents and displayed distinct differences in male and female morbidity. Such diversity of patients, in terms of those seeking mental health, as well as their capacity to return for follow up, is challenging for any programme attempting to provide standardised care using a generic approach [@pone.0097939-Prince1]. The strengths of this study include the standardization of symptoms and morbidities, the use of clear case definitions, and the implementation of a specific mental health database to monitor the programme. There was also direct monitoring and evaluation of the data collected by the project (in Timurgara), and regular data entry training of psychologists, by the MSF coordination office in Islamabad. Although the severity scale was adapted to better suit the context of the patients; and their understanding of the scoring was also checked repeatedly, the reliability of this scale is yet to be ascertained. Psychologists in the programme are highly qualified, highly experienced and well trained as well as supervised. However given the diagnostic criteria, only one diagnosis termed as a group of symptoms was given per patient, representing a study limitation. Since the Severity Scale is not for the purposes of monitoring patient\'s progress (follow ups), further validation for this or other tools used within MSF will be required to measure the progress later on [@pone.0097939-Shanks1]. For a better understanding of the patient mental health severity pattern, tools to monitor therapeutic outcomes will be required, as currently the Severity Score does not seem to show any clear patterns of patient treatment evolution, either because the tool itself is not suitable for this purpose or because the effect of the intervention is difficult to quantify -- the reason for this however, could not be identified at this stage. Finally, no assessment has been done to get an idea of what other health facilities or alternatives the patients utilize in the area, prior to, concurrently, or after they utilize the district hospital services; such information would help contextualize mental health care seeking habits [@pone.0097939-WHO4].

A lesson learnt is that there are possible implications on the efficiency of the referral systems within the hospital services with regards to the low number of patients who actually show up to mental health services versus the number of those who are referred by these services within the hospital itself. Further, the majority of the patients who had a follow-up were inpatients and the psychologists visits the patient within the ward for follow up, rather than the patient coming to them to the mental health clinic.

During summer -- May to August -- there was an overall increase in patients attending the hospital services due to ease of access, versus during the winter (December to February) when the poorly constructed roads were blocked due to the snow. However due to Ramzan (Islamic month of fasting) which started at the end of July 2012, there was a drop of patients in August and September after which a gradual increase was again seen. The increasing utilisation of services at the district hospital points to the need to consider mental health services as a relevant minimum package of district hospital care in a conflict affected region [@pone.0097939-Gadit1]. Currently this is not considered part of the minimum WHO package of care for this health care facility level [@pone.0097939-James1].

Of particular interest in this programme was that mental health clinics were managed by psychologists (and not psychiatrists), and this may represent a way forward towards task shifting and decentralisation of such services [@pone.0097939-Bolton1].

The caseload included children and adolescents. This group has age-specific counselling-related needs, which may require adaptation of the programme [@pone.0097939-Llosa1]. Furthermore, no specific training and skills were provided to the psychologists to cater to these groups and this will need to be addressed as well.

Further, three in ten patients who presented to psychologists were already on psychotropic medication without monitoring or evaluation by a psychiatrist or specialist or trained general practitioner. This points to poor drug regulation in developing countries like Pakistan, where medications are easily available without a prescription [@pone.0097939-Khan1]. Given that no such drugs are part of the current package of care at the district hospital, there is an operational imperative to ensure referral of these patients on medication to specialized care.

In females, symptoms of adjustment disorders and acute reactions were the most common morbidity and could be related to marriage [@pone.0097939-Mirza1], in-laws [@pone.0097939-Fisher1], and the 'Dubai syndrome' [@pone.0097939-Ahmed1] as well as other social pressures. Post traumatic reactions were common in males [@pone.0097939-Steel1] and this may be a reflection of displacement and insecurity, which males are more exposed to within the area [@pone.0097939-Coldiron1]. In terms of (self-assessed) severity of the condition, the majority of the females had a median score on the severity scale, while males showed more variability, with the scores more at the lower end of the scale. The score for females also ranged to include the high end, and could suggest that the services are frequented by less severe cases, or alternatively that the assessment tool is unable to capture the severity of the problem to a clear extent. Due to the high number of patients lost to follow up, the variability in time for follow-up, and the lack of validation of this Severity Scale as a follow-up tool, no analysis could be performed for the evolution of the Severity Scores over time. We thus call urgently for further research into establishing valid and relevant tools to evaluate the evolution of mental condition of the patient during the course of mental health care.

Return rates were very low, which was likely related to access constraints such as insecurity [@pone.0097939-Khalily1], centralisation of care, socio-cultural barriers [@pone.0097939-Fisher1], and the perception that mental illness is not a medical problem per se but one related to supernatural causes [@pone.0097939-Gadit3], [@pone.0097939-Gadit4], [@pone.0097939-Mubbashar1]. While the exact reasons for not returning for follow up could not be formally investigated in this study, we speculate here that the centralised nature of care in a district headquarter hospital may have played a role, as majority of the follow-ups were of patients admitted in the hospital, itself. Due to the status of the hospital as district referral hospital, patients typically come after initial screening at primary and secondary health services, and following extensive travel, pooling of resources from the family and community to organize transport, finding an attendant who is trustworthy and can translate as well as take care of the patient; and so on [@pone.0097939-Ali1]. Such patients may have considerable difficulties in returning for follow up, in particular for conditions which are not perceived as being purely health problems [@pone.0097939-Gadit5], [@pone.0097939-Ahmed2].

This speculation is corroborated by the observation that patients (of both genders) who were admitted in the hospital for other medical illnesses were more likely to schedule follow ups with psychologists during the time they were inpatients. Such patients do not suffer from access barriers, as they are already on-site, or from social stigma concerning mental health, as they have been admitted for physiological or 'real' health problems. Additionally, the psychologists conducted the follow-up visits in the wards, actively seeking out their patients for the follow-up visit. This in contrast with patients who were given psycho-education sessions in the waiting areas by health promotion teams, who were unlikely to return for follow up.

This trend was particularly stark for female patients, who were most likely to fail to attend their first follow up session if the interval after the initial consultation went beyond one day. Amongst the small numbers whose psychologists did conduct follow ups with them, most were already admitted at the hospital. The majority of these cases were referred from the post-operative ward - the highest inpatient load in the hospital is of females who come for emergency obstetrical operative interventions or other Maternal and Child Health interventions.

Males, although more likely to return for their first follow up when admitted at the hospital, were also more likely to return after being discharged (as the hospital does not provide protracted or long-term management). This could owe to their greater gender-based mobility in that cultural context -- so they could travel alone and therefore avoid stigma associated with seeking mental health care. This is opposed to females who are not allowed to travel unaccompanied and without the permission of relatives.

Innovative ways for tackling these operational barriers are needed, which may include use of technology such as counselling via cellular phones or hotlines for follow up counselling [@pone.0097939-Shanks1]. Specific qualitative research into the determinants of losses to follow up could help guide such novel approaches [@pone.0097939-Shanks1], [@pone.0097939-Steel1]. Patients for whom follow up cannot in any way be ensured, the option for a Mental Health and Psychosocial support (MHPSS) single session exists especially within such a context [@pone.0097939-Paul1]. However, this was not implemented in the programme as yet. The MHPSS expects that patients will be unable to return due to lack of access and security and the therapeutic strategy is different from the conventional approach [@pone.0097939-Paul1].

In conclusion, mental health services being managed by psychologists in a district hospital in a conflict affected area in Pakistan are well attended. The findings of this feasibility study may provide a way forward as a model of care in such settings, but tailoring of the package of care will be needed and innovative approaches to ensure patient progress and monitor patient follow-up are urgently required.
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